Background: Neuroendocrine tumors are a heterogeneous group of tumors that can originate from all of the neuroendocrine cells in the body, mostly from the gastrointestinal tract. In addition to early diagnosis, streaming patients into appropriate prognostic groups is an important component of treatment. In this study, we examined the factors that affect survival in patients we followed in our center between 2000-2016. Methods: The demographic data, clinical and pathological features of patients were obtained from their medical files. TNM staging and tumor grading were performed according to AJCC and WHO 2010 classification. SPSS 15.0 for Windows programme was used for statistical analysis. Results: 85 patients (32 male, 53 female) were included into the study. The median age of the patients was 55,7 (27-83) years. Eighty percent of the tumors were of gastroenteropancreatic system, most commonly stomach (27.1%) origin. Nineteen patients (22.4%) died during follow-up. In univariate analysis; age (p<0,001), stage (p=0.002), primary tumor localization (p=0.005), grade (p<0.001), Ki-67 value (p<0.001), number of metastases (p=0.001) and type of surgery (p<0.001) were found to be factors affecting survival. Age (p=0.024) and Ki67 (p <0.001) were the independent prognostic factors for survival in multivariate analysis. For the cut-off value of 6%, Ki-67 had a sensitivity of 83.3% and specifity of 71.4% for survival determination. Conclusion: Ki-67 ratio and age were the most important factors affecting survival in neuroendocrine tumors in our study. Ki-67 ratio has a high sensitivity and specificity for predicting survival, a cut-off value of 6% may be used to predict survival.
Introduction
Neuroendocrine tumors (NET) are a heterogeneous group of tumors that can originate from all of the neuroendocrine cells in the body, mostly from the lung and gastrointestinal tract including stomach, pancreas, small and large intestine, rectum. They can occur at any age, although it is often seen over 50 years. The incidence of NET is higher in men than in women. Even though they usually exhibit indolent clinical course, they may become very aggressive and rapidly become metastatic. Since most of NET are not functional, they often cause no signs and symptoms, which makes early diagnosis difficult and decreases survival by reducing the chance of curative treatment (Yao et al., 2008) . In addition to early diagnosis, streaming patients into appropriate prognostic groups is an important component of treatment. However, the absence of frequently accepted classifications limits its benefit on survival (Bilimoria et al., 2007) .
There is insufficient information about the incidence and frequency of many NET subgroups, including those with unknown primaries. In addition, long-term follow-up and survival-related data are limited in NET patients. The survival and the factors affecting it in patients with NET in many countries have not been identified. This suggests that further studies on prognostic parameters are needed (Oh et al., 2012) .
In this study, we evaluated the prognostic significance of the clinicopathologic parameters routinely used in daily practise and the treatments administrated to the NET patients that we followed in our center between 2000 and 2016.
Materials and Methods
Patients who were diagnosed with pathologically verified NET and treated and followed up at our clinic between 2000 and 2016 were included in the study. The data concerning patients' age, gender, complaint for hospital admission, smoking history, the presence of carcinoid syndrome, stage, location of the primary, the location and number of metastases, type of surgery and treatment applied were obtained from their medical files. Patients with incomplete data, missing data, or multiple primers were excluded from the study. A total of 85 patients (32 males and 53 females) were included in the study. The TNM staging of patients and grading (G) of the tumor were performed according to AJCC and 2010 WHO classification, respectively (Bosman, 2010) 
Results
A total of 85 patients, 32 (37.6%) male and 53 (62.4%) female, were included in the study. The median age was 55.7 (27-83) years. Eighty percent of the tumors were of gastroenteropancreatic system, most commonly stomach (27.1%) origin.
According to WHO classification, well differentiated NET (G1), moderately differentiated NET (G2) and neuroendocrine carcinoma (NEC)(G3) were detected in 53 (62.1%), 6 (7.1%), 26 (30.8%) patients, respectively. According to the AJCC / UICC staging, 31 (36.5%) patients had stage 1; 6 (7.1%) patients had stage 2; 11 (12.9%) patients had stage 3; 37 (43.5%) patients had stage 4 disease. Of the 59 (69.4%) patients, 54 (63.5%) and 5 (5.9%) underwent curative and palliative surgery, respectively. The lymph node metastasis was detected in 18 (30.5%) patients. At the time of diagnosis, 44.8% of patients had distant metastases (Table 1) .
The somatostatin analogs to 25 (36.8%) patients, metastatic first-line cytotoxic chemotherapy (CT) to 36 (44.1%) patients, and second line CT to 6 (7.4%) patients were given as systemic treatment. 3 (3.5%) patients received everolimus. Two patients (2.3%) received peptide receptor radionuclide therapy (PRRT) ( Table 1 . Demographic Data, Applied Treatments and Response Rates differences were found in tumor grades of patients with primary lung (p=0.001), stomach (p=0.0001), and pancreas (p=0.022) compared to the others. G2 ratio of patients with primary lung, G3 ratio of patients with primary stomach and G1 ratio of patients with primary pancreas were significantly higher than the other primaries (Table 3) . During follow-up, 19 (22.4%) patients died. 5-, 10-, and 15-year survival rates of all patients were 75.2%, 67.8%, and 60.3%, respectively; while median survival time was not reached. According to gradings, 5-,10-and 15-year survival rates were found as 95%, 95%, and 95% for G1; 91.1%, 67.5%, and 67.5% for G2; 19.1%, 19.1%, and 19.1% for G3; respectively; According to stages, 5-,10-and 15-year survival rates were found as 97. .031) , number of metastases (p=0.016), the ratio of gastric localization of the primary tumor (p=0.001), presence of distant metastases (p=0.028), presence of lymph node metastases (p=0.049) and CT utilization rates (p=0.001) were statistically significantly higher in patients with exitus compared with those alive. In addition, the rates of G3 (p<0.001) and stage IV disease (0.016) were significantly higher, whereas curative surgery rate was significantly lower (p=0.007) in patients who died (Table 3 ). In univariate analysis; age (p<0.001), stage (p=0.002), primary tumor localization (p=0.005), grade (p <0.001), Ki-67 ratio (p<0.001), the number of metastasis (p=0.001) and the type of surgery (p <0.001) were found to be the factors affecting survival (Table 4) . When factors affecting the OS were evaluated, age (p=0.024) and Ki-67 ratio (p<0.001) were found to be the most significant factors according to Forward Stepwise analysis based on model consisted of variables of which p values were determined as <0.100 in univariate analysis (age, smoking, primary tumor localization, grade, stage, metastasis, type of surgery, Ki-67 ratio) (Table 5) .
There was a statistically significant difference in survival rates in the Ki-67 ratio groups (p<0.001). Patients with a Ki-67 ratio of >20% had a statistically significant lower survival rate than those with ≤2% (p<0.001) and 3-20% (p=0.002). On the orher hand, no significant difference in survival rates was detected between patients with Ki-67 value of ≤2% and 3-20% (p=0.094) ( Figure  1) According to the ROC analysis for the determination of mortality, the sensitivity and specificity of the Ki-67 ratio were found as 83.3% and 71.4% for the cut-off value of >6% (AUC:0.813 (%95 CI: 0.664-0.963) (Figure 2) . The cumulative survival rate of patients with a Ki67 ratio of ≥6% was found to be statistically significantly lower than those with a Ki67 ratio of <6% (p<0.001) (Figure 1 ). The median survival was not reached in the group with a Ki67 ratio of <6% whereas it was 86±41.9 (95% CI:3.8-168.1) months in the group with a Ki67 ratio of ≥6%.
Discussion
The naming and classification of NET have been changed several times, making it difficult to collect epidemiological information and compare studies published in the literature. The actual incidence of NETs is not known due to the lack of sufficient multicentric and epidemiological studies. This may explain the difference in incidence of NET between gender, race, country and continent (Hauso et al., 2008) .
Over the last decade, attempts have been made to develop existing classification systems. There is limited data on long-term follow-up and survival in patients with NET. Because of infrequency and the differences in the diagnosis of NET, it is difficult to identify high risk factors. There are only a few studies that define prognostic factors, thus, factors affecting survival of patients with NET is lacking in many countries (Faggiano et al., 2012) .
The median age of the patients at our study was 55.7 years, similar to other studies (Niederle et al., 2010; Araujo et al., 2013; Lewkowicz et al., 2015; Nikou et al., 2016) . Five percent of the cases were asymptomatic. The incidence of carcinoid syndrome was 8.2%. Similar to other studies, the most common symptom was abdominal pain (Araujo et al., 2013; Lewkowicz et al., 2015) . The most common disease grade seen in our study was G1. The most common localizations of the G1 disease were of the rectum and appendix in other studies, whereas it was of pancreas and appendix in our study (Niederle et al., 2010; Lewkowicz et al., 2015) .
The pancreas and lung were the most common primary localizations in the study by Nikou et al., (2016) . In another study, the most common primary localizations were alined as rectum, duodenum, pancreas and stomach while the most frequent stage, grade and metastatic site were stage 1, grade 1 and the liver, respectively (Lim et al., 2017) . In our study, unlike other studies, the most common localizations were stomach, pancreas and small bowel (Garcia-Carbonero et al., 2010; Niederle et al., 2010; Lim et al., 2011; Lewkowicz et al., 2015) . The most common distant metastasis site was liver.
Grade and Ki-67 ratio are required for pathologic classification and have prognostic significance. The Ki67 ratio was found to be <2% in most of the studies (Garcia-Carbonero et al., 2010; Niederle et al., 2010; Lim et al., 2011; Araujo et al., 2013; Lewkowicz et al., 2015; Nikou et al., 2016; Lim et al., 2017) . Likewise, in our study, the Ki67 rate was found to be ≤2% in 63.1%, 3-20% in 7.1%, and >20% in 25% of patients.
The only curative treatment method in NET is the surgical resection. Surgery should be considered in patients with early stage, locoregional and resectable metastatic disease (Bilimoria et al., 2007) . In our study, curative surgery was applied to 63.5% of patients and lymph node metastasis was detected in 30.5% of patients who underwent surgical treatment. Of our patients, 44.8% were metastatic at the time of diagnosis.
Somatostatin analogues in patients with NET provide symptom control, improve quality of life and control disease progression. Somatostatin analogues are a recommended treatment option for nonfunctional and functional G1/G2 NETs (Saglam et al., 2015) . In our study, somatostatin analogues were given to 25 (36.8%) patients. Partial response in 10 (14.7%) patients, stable disease in In addition, 6 (7.4%) patients were given second line CT while PRRT was administered to 2 patients. 5-year overall survival rate varies between 67-90% in studies (Lim et al., 2011; Lewkowicz et al., 2015; Lim et al., 2017; Ma et al., 2017) . In the study by Ma et al., (2017) the 5-year survival rate was 58.4% while survival rates in G1, G2 and G3 were 100%, 71.4% and 44.4%, respectively. In our study, 5-, 10-, and 15-year survival rates were 75.2%, 67.8%, and 60.3%, respectively. The 5-,10-and 15-year survival rates were estimated as 95%, 95%, and 95% for G1; 91.1%, 67.5%, 67.5% for G2; 19.1%, 19.1%, and 19.1% for G3; respectively. The decrease from 5-to 10-year survival rates of patients with G2 NET was remerkable which suggests that attention should be paid to the late recurrences after 5 years in G2 disease.
In a study that evaluated prognostic factors after resection of pancreatic NET, the presence of tumor necrosis, lymph node and liver metastasis was found to be associated with disease-free survival whereas age, tumor grade and the presence of distant metastasis were detected as the most significant determinants of survival (Bilimoria et al., 2008) . Various studies have reported different survival rates according to tumor localization (Garcia-Carbonero et al., 2010; Lim et al., 2011; Lewkowicz et al., 2015) . In the study by Lewkowicz et al., (2015) advanced stage, G2 and presence of metastasis at diagnosis were determined to be associated with poor prognosis in the univariate analysis, while presence of advanced stage and metastasis was found as the independent risk factors for poor outcome in the multivariate analysis. In another study, grade and stage were found as the independent risk factors for survival (Garcia-Carbonero et al., 2010) . In the study by Ma et al., (2017) it was determined that 5-year survival rate of patients with advanced age, tumor localized in stomach, duodenum and colon, a tumor size of ≥4 cm and G3 disease was lower in univariate analysis. In multivariate analysis, age, stage, lymph node and distant metastasis were found to be independent risk factors affecting the prognosis of patients. In our study, age, Ki-67 and mitosis rate, stage, gastric localization, presence of distant metastases at the time of diagnosis, number of metastases, presence of lymph node metastasis and CT use were found to be factors affecting survival in univariate analysis. In multivariate analysis, age and Ki-67 ratio were found to be the most significant factors. The lower survival rates in gastric localization may be due to higher values of Ki-67 ratios of tumors in gastric localization. Furthermore, the use of CT in the treatment of symptomatic patients with high tumor burden may explain the lower survival rates in this group.
As a conclusion, in our study, age, Ki-67 ratio, number of mitosis, number of metastases, gastric localization of the primary tumor, presence of distant metastases, presence of lymph node metastases, G3 and stage IV disease and CT utilization rates were statistically significant higher in patients with exitus compared with those alive. The Ki-67 ratio and age were determined as the most important factors affecting survival. Ki-67 ratio has high sensitivity and specificity in predicting survival. We think that the Ki-67 ratio of ≥6% might be used to estimate survival.
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